rs Nate. As the nahcm awazts a

present, and future

policy and services thmugh aseriesof

~ questions posed by Dr. Sederer—
’ d H. Cﬁ{}lﬁﬂmﬁ M.D, i’hi’)

erer: I'd like to begin by as
about the Presidents New
~ Commission on Ment
It has been five years sinc
mission’s report was pub
What were the overarching
conclusions of that report?

Dr. Hagam The r&p@r&: sp&aks for
th

the Carter (anmsmﬂ 25 ye&rs ear-
lier were implemented incrementally
in successive administrations, includ-
ing the conservative Reagan adminis

tration. Our commission, appointed

héaiﬂt pmblams are pervasive and

have profound consequences for peo-

ple’s lives and health and cfteﬁ lead to
of

ch,hael F. Hogan, Ph D.. is commissioner
of the New York State Office of Mental
Health (NYSOMH). He served as the
chair of the President’s New Freedom
Conymission on Mental Health. Dr. Seder-
or is the medical director of NYSOMH.
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ormous economic eastswyet s
port for mental health care
commensurate with ﬂ?us' impact.

4 e%yﬁarsmceﬁhﬁ Carter Commis
ion “is that we now anderstand that it

is possible fer anyone with mental ill-

damental con-

LIS: Is

from the New F‘raedem C,‘ammls- '
sionswork?

MFH: P&zhagé it is that for us tc

- succeed with our mission of recove

will need ongoing policy ch
leadership across a spectru
grams and settings—not

waged in heaith and school reforr
ability policy, affordable housin

criminal justice, and all the other

 places where adults and yfouths with
our health

mental disorders ¢

inga commission every years zs not
going to be sufficient. ,

: ‘,Recn?ery and transformation
~ LIS: Earlier this year my colleagues
. smi I published in this journal an

PSYGHIATRIC SERVICES ¢ ps.psyc

 cle that aimed to define recovery (I).

How do you understand recovery, and

~ why has it gained the status that it has?

! hare are tixiferent ways to

of the outcomes of people with schiz-

ophrenia. Good outcomes are far
more possible than we had imagined.
Following people over decades, not
just years, was what proved this point.

Recovery is also the appreciation that

it is possible to have a good life de-
spite what can often be a crushing
and catastrophic illness. This message
has been articulated by people who

~ have lived it, like Ed Knight and Pat
~ Deegan. And finally there is the
~ meaning of mmvazy as Im;)e




_mental health. care and yet it seems as
if we have such a low remm on in-

| Faring disdhllin and desth |

cide and physical illnesses) i’ha%.

amiysié of 5{5 years of the
health economics and mental he
Better but Not Well (2). They fo

If we are to meet the needs of our

: constituents, we will need action at
_ community, state, and national levels.

igh ve proceed to improve the

Ievel we muid

care far some paop}a,
with nmps;mlwhc iiineﬁ S §
pression and anxiety dison

 that azi;zmugh health care spending

cally increased quality is much fm- .

proved, as measured by the proporti
of care that is consistent wit
~ tveness research {ﬂi@ﬁgh we

to go): and the well-being of people

th mental illness is generally b
t is important to emphasize that
provements in well-being are ‘
due to improvements in n
programs: Social Security, Me

 Medicare, and health insur

 Those with the most severe impair-
ments, however, still face many chal-
ring that people

vhile mental

. great
LIS: Can we do beti:er?

MFH: We are faced with the com-

ined challenges of mmp}emty

_mentation, and absence of a national

health care system or set of |
ponsibility for mental health ca
dissipated over time to mult

federal, state, and local settings. This

a:spﬁcza}iy a result of the “Me

director is perhaps more important
than the state mental heaith director.

not appmci . of mental
health and mental illness. Thus we

face the problem of how to organize

and deliver services in a dissipated and

_ fragmented system of care where no
_ oneis in charge and complex solutions

are not likely to take root.

k ksmd mtegrated

At the state or region

 need to rediscover the cc
of a system of care. Stai
that concept with the do

Medicaid and haaiih main

need iea{iersiup to oot it in mental
 health centers mumy gc)vemmenis

responsibility for programmatic

_ership, we have seen the m

block gran

state mental health exp
CMHS simply does not ha
leverage or clout. Frank and ¢
suggested in their book that the.
dent mxght try appointing 2 “m
health czar’ msamesﬂe wi

v sehzimn is, but we need a new ap-
; prcanh Peﬂxaps we might achieve this
eral adr

Cha:nge

LIS: Surgeon General S.atchers work
demonstrated that there are inghiy
effective treatments but that the

_ problem is the gap between what we

: ’PSY{IBIA’{‘RK’ISERWCES + ps.psychia ‘ﬁiaearg ¢ November 2008 Vol. 59 No. 1} -

know and what we do. What do we
need to do to close that gap?
- MFH: We know from the change

. ammv@ that it takes 15 or more

years for new practices to be incorpo-

 rated into everyday settings. Although

we are getting smarter about how to
support adoption of evidence-based

 practices, the message here is to stay
with it. We also know that organiza-

tions that have experience with
change are better able to accommo-

- date new change. We need to help

provider organizations achieve some
stability and also have some success
with change so that they can become

 wlE -adapting change organizations.

For change to take root there is a

 clear need for leadership at the state
- and federal levels. But most change is
 change that |
_ selves. Leaders create the circum-
1  stances that allow for communities

eople initiate them-

and providers to do the right thing.

Lao Tse, the great Chinese warrior-

philosopher, said you can tell a great
leader from a good one (and a bad
one) because the people say, “We ac-

complished great things together.”
LIS: You have led public services in

four states over three decades. What

observations do you have about lead-

ing processes of chang&?
MFH: One lesson is to work in
places where people are about to do

great things. I have been fortunatein
- Itisalso possible tobuild
 the mpﬁcﬁtyof organizationsand even
Mental Health Services
- {CMES} of SAMHSA has the point

systems to be what Margaret Wheat-
ley, an expert on organizational be-
havior, has termed “Iead&x—fui =

‘What can we do nmv?

LXS: You have emphasized that frag-
mentation of services with too little
accountability is at the heart of why

- good people and the dedication of

precious resources do not succeed.
Where do we begin?

MFH: As I mentioned earlier, the
idea of a elinical home with dedicated

clinicians being accountable to a recip-

 ient and family is something we can do
“now. As we try to stabilize, improve,

and expand care in mental health clin-
ics in New York State, the quality stan-
dards that you developed for the state
support this approach. We are also fo-
cused on haw est to support the
adoption of evidence-based practices
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and have created child and adult EBP
centers at the New York State Psychi-
atric Institute. =~

LIS: Our good friend and colleague
Dr. Bob Drake has shown that among
people withas

~ 50% get no care, 45% get poor treat-

/ ment, and 5% get evidence-based
 practice. Yet we keep focusing on im-

_ proving the care of the 5%!

- MFH: Exactly. This turns maiw '
_ tention to imw we caﬁ become mo

- :’:engage; and retain paap}e in ca

 When people stay with treatmeﬁt

~ these treatments have a chance to
 work. We must make our clinics and

mmfurtable, hav;' "

re mental illness and
a co-occurring substance use disorder,

including knowing your numbers
such as BMI, blood pressure, and glu-
cose), A (mnmiy), and N (nutrition).
Doing this in state hospitals will be
difficult, but where it really needs to
be done (and where it will provide a

 bigger lift) is throughout community-
based services, integrati i
care and msntal heaith s

_cus fm* the NASMHPD mﬁdzﬁai di-
 rectors, Consumers are our best allies -

in this endeavor, becanse &
hetter &mt we da that ge

- yowﬁadyzsfaikngap&rt -

_ LIS: People with mental ‘&sorders
and substancs use dzscrders can nev-

n that accom-

_sense to the recipi
~we are here to help, 24 hours a ¢
~ Settings that include people in
_ery as staff and that offer pr
~ run by consumers also help n
_ize the experience of coming
care. We have also learned that send
ing people with co-occurring disor-
~ ders to multiple sites of service does-
't work very well—"sequential” car
s often futile. If we can engage peo-
ple and provide integrated mental

health and substance use. services, a

with our sister agency the State Of-
fice of Aleoholism and Substance
Abuse Services. '

LIS: On a related matter regarding

. integrated treatment, the disturbing
eight-state study by National Ass

tion of State Mental Health Pragféﬁ‘

Directors [NASMHPD] demonstrat-

~ ed that adults in the public mental
_health care system get physically il
_ sooner and more severely and die 25

_ years earlier than their age counter-
parts—from chronic diseases like dia-
betes, heart and lung diseases, and
cancer. Where do we start here?
MFH: Everywhere. The SPAN
program developed by our agency is
an example. It is about health and
- wellness that is consumer focused
~ and calls for consumers to take re-
 sponsibility, with our assistance, for §
~ (smoking cessation), P (pr&vaﬁhm
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and family thai:“ o
. B gexmatmm m come. Wh&t would

vk like at

pare& with 30 years ago. I
fordable housing has been deleted
from the federal agenda. Yet great
breakthroughs have occu

as the Housing Trust Fund. : Maybe

we will see some change with the

, encxes need to
partner with other state agencies

charged with housing development

_ and promote set-asides, increase at-

tention to people with disabilities, as-
sist provider and ﬁ@%iﬂpmeﬁt organ-
izations to access capital financing
and tax credits, and enlist private-eq-
uity developers into the affordable
housing market.

Howard Goldman, editor of Psy-
chiatric Services, published an article
in 2003 in Health Affairs— How Do

You Pay Your Rent?” He reminds us

of the grassroots effort that is also
needed to make housing part of the
conversation, since a person’s housing
status is a critical-path matter, espe-
cially for people thh serious mental

illness.

Closing ﬁmnghts
LIS: The economy is tankmg, state

and federal budgets are in éfsgerate

“conditions, and too many promises

about community mental health have
gone unmet. Yet I know you have
hope and that we all need hope—our

consumers, their families, and we
_ professionals alike. Where do we find

hope? How do we nurture it?

MFH: It might be said that we are
at the worst of times: fragmentation,
stigma, frozen budgets. But there are
rational reasons for hope. We are still

in the first decade after the Surgeon

Generals report on mental health.
Our scientific understanding of men-
tal illness continues to blossom, and

we can claim substantial effectiveness

for our treatments—when clients get
them. We have cause for rational op-

_ timism, and we need to carry it mtaw ;
 the next decade. \

~ The next generation of m&iﬂf

. healih professionals and the service
they provide need to move well be-

yond the confines of mental health.
Our field and its leaders and practi-
tioners must embrace many other
sectors, such as schools, primary care
{for adults and youths), the courts, ju-
venile and adult correctional systems,
and wherever else our clients’ paths
cross. There is a growing awareness
and receptivity in these settings that
we are all working with many of the
same psbgi:a, only at different mo-
ments in their lives—and that if we
work together we will surely dobetter
than we are now. Reflecting this
awareness, the American Journal of
Psychiatry is publishing a series of
papers on mental health in the main-
stream of public policy. :
Rational optimism says that there
has not been a better time to be hope-
ful. Change is occurring. Because we

~ live in the day-to-day we may be

among the last to recognize it. The
ground is shifting toward a new, more
recovery-oriented and integrated ap-
proach to mental health care. We are
on the right pa!ih zmd need to stay the
course: .

LI$ Thanky you for your insights.
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